1
Acute meniscal tears are caused by trauma, presenting as high arc pain. Ultrasound is the investigation of choice. We describe an arthroscopic technique for the treatment of this condition.
TECHNIQUE
Inclusion criteria include young patients with no degenerative changes. General and regional anaesthesia are used, with the patient in the beech chair position. A 2.5-mm small arthroscope and a 2.2-mm radiofrequency probe are inserted through portals, anterior and posterior to the ACJ. A fluid management system with suitable pressure is used. Adhesions are first divided in order to visualise the meniscus. The meniscus must be approached through both portals with the radiofrequency probe to achieve complete ablation. The recovery period is 3-4 weeks. Seven patients have had this procedure, with only one revision to ACJ excision.
DISCUSSION

BACKGROUND
Passing sutures through bony tunnels is usually performed using a blunt probe or a suture mounted on a straight needle; 1 if multiple sutures are to be passed through the same canal, either technique may damage sutures already in situ, by crushing, cutting or piercing them. Apart from using specialist equipment, 2 we have found no approach to overcome this problem. We describe here a simple technique, requiring no special equipment, which resolves the problem.
TECHNIQUE
A primary suture is passed through each bone canal and a loop tied in its middle (Fig. 1) ; the free ends may be secured with artery forceps. The sutures being used for the repair are then
TECHNICAL NOTES
individually threaded through this loop and pulled through the canal using the primary suture. By the sequential use of the primary sutures in each bony canal, a single suture may be passed, in either direction, through as many bony tunnels as is required to complete the repair. Each primary suture may be used many times and to draw repair sutures in either direction. Once the repair is secure, the primary suture is removed.
DISCUSSION
Using this technique, the danger of crushing or cutting previously passed repair sutures is abolished, thereby preserving the strength of the repair suture. We have found this a simple technique to use, requiring no specialised equipment; it is particularly valuable in the repair of patellar tendons where multiple sutures must be woven through several bony canals.
BACKGROUND
There is currently no objective, reliable and recordable method of measuring contralateral motor function during a carotid endarterectomy (CEA) under local anaesthesia. A major complication of CEA is cerebral hypoperfusion requiring shunting. We describe a novel technique to determine the need for shunting.
TECHNIQUE
SQUASH is a non-invasive technique, which allows assessment of contralateral upper limb grip strength during CEA under local anaesthesia without sedation (Fig. 1) . The SQUASH system is shown in Figure 2 . The voluntary grip strength is transduced to zero and the patient is instructed to grip the bag maximally and its trace calibrated for maximum 'squash' (Fig. 3) . The patient is asked to squash (Fig. 4) 
Key points Figs 1 & 2:
•F ixed volume bag (100 ml normal saline), which fits the palm.
•D rawing up needle to which extension pressure tubing with Luer lock is attached.
•R einforcing tape.
•T he 'drawing up' needle, attached to the CVP tubing at the Luer lock, is inserted into saline bag via the rubber seal and reinforced (we use Elastoplast). 
